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R trati f

00 NOT WRITE AMENDED egistration District No __-____
ON THIS STUB l:l'l = LIS

'I. I‘I.ACE OF DEA'I’H 2. USUAL RESIDENCE (Where decelled lived., If institution: Residence before

a. COUNTY Jackson a. STATE MIS 200 ﬂ fourm' J A QA S o7

b. CITY (If cutside corporate limits, give TOWNSHIP only) Length of stay in b Inside Limirs

TgS\m Kansas City 75 -‘?ba N -row~ Mq /NSAS C,, 7Y You [} No O

c. FULL NAME OF {1 NOT in hospital, give location) inside Bimitg d. STREEY {if cuttids, give iocation) fisride on Farm
HOSPITAL O ADDRESS
e [J No 3

INSTI'IUTIGNGenaral Hospital Yes 3 No{J 3 Joé MM‘”‘ A‘V’”

. NAME OF DECEASED Firss i Last 4. DATE Monih
{Yype or print)

STATE FILE NUMBER
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DATE AMENDED

Day Year

Clyde NMcGannon peam  October 9, 1963

5. sexed%- 6. COLOR OR RACE 7. Married []  Mever Married [#—J5. DATE OF BIRTH | 9- AGE (iss7 birthday) | IF UNDER | YEAR | IF UNGER 24 HR

Feiace Whi te e D SveiD Ydfagroge|  Fa "] O [T ] M

10a. USUAL CCCUPATI Give kind of work done | 106, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or tountry) | 12, CITIZEN OF WHAT COUNTRY
durj ol of welfing life, even if retired} -
_ OLarae, Agusas U. ST A.

130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

——
— p—

15. WAS DECEASED EVER 1N U.5. ARMED FORCES? A 17, INFORMANT Address 8
(Yes, no, or ynknown) (1T yes, give war or dates of sen G f[/ /L OQSRNE/ILYD.
——- = Rs.(-RaCK SCHER &S ,

18. CAUSE OF DEATH (Enter only one cause pur line far (a), (b}, and [c). INTERVAL RETWEEN
ART |. DEATH WAS CAUSED B {QINSET AND DEATH

IMMEDIATE CAUSE (a) ) Acute myocardial infarct with rupture left
ventricle hemppericardium

DOCUMENT

Conditiony, if any, DUE TO [b)
which gave risa to
above cauvse (a),
stating the under-
lying cause last. DUE TQ i)

PART 1l. QOTHER SIGNIFICANT CONDITIDNS CONTRIBUTING 10 DEATH but not rolated to the terminal PART 11l. I decessed was femala was
disemse condition given in PART | (a) thare a pregnancy in last 90 days.

0 Yes I L] Ne I {1 Unknown
19. WAS AUTOPSY 20a. ACCIDENT SU'CE']DE HDMDK:IDE 0k, DESCRIBE HOW INJURY QCCURRED. [(Enter nature of injury in PART | or PART {1 of item 18.}
O .

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
* pm.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20d. INJURY OCCURRED 29, FLACE OF INJURY {s.0, in or about home, | 201. CITY, TOWN, OR LOCATION COUNTY
| WHILE AT WORK [1 farm, factary, stroat, office bldg.. elc.)
j NOT WHILE AT WORK [

21, 1 atrended the deceased from____ L0=3=¢ =63 o 10-9-63 and loat 3aw higalive on 10-9-63

8= 00 A m on the date steted above, and to the best of my knowledge, from the causes stated.

(D ar title) 22b. ADDRE: 25:6)::]'?15?&3
g S peeed s15400 Cherry |

‘ et 23d TION {City, town, of county} (S1ate)

RIAL, CREMATION, | 23b. DATE 73c. NAME OF CEMETERY OR CREMATORY 1 ) ”

MOVAL (Speci 5222 m
M fo-1 (/'6‘3 - - mAR‘s;stm‘ .

DIRECTOR Q 25, DATE RECD. BY LOCAL REG. |26, RE A E _
24. FUNERAL DI Af ggi Brugh Cr} / i ,/ é 3
D.W,Newcomer's Sons Kanssas G ity Mb. - - :
A E (] (1 1
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

t on Reverse Side)




"STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embulmec_! by me,

or by _ 7 Student Embalmer No.

working under my personal supervision.

Student _ )
- Signature of Student Embaimer

Licensed Embalmer No%

P. O. Address_@.z!é‘q

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure’ to comply
with the above constitutes grounds for revocation of license), .

If embalmed-by a STUDENT, he also shall sign in his OWN handwnhng ’

if this body is not embalmed fact should be so slated above. '
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